Washington State
jﬂi iv Department of Social MEDICAL ASSISTANCE ADMINISTRATION
7 & Health Services

IMAA Medical Assistance SUPPORTING DOCUMENTATION - STANDARD COVER LETTER
Administration

HEALTH PLAN PRODUCT

ATTENTION DATE COVER SHEET PREPARED

Use ONE sheet per submited claim and DO NOT attach a copy of the claim.
DO NOT use for a corrected claim OR request for review.

Original Claim Number (from voucher): g‘;;ﬁggﬁ;iﬁg:ﬂ;\@s

CLAIM IDENTIFICATION INFORMATION

PATIENT'S NAME FIRST Ml LAST
PATIENT DATE OF BIRTH DATE(S) OF SERVICE
PROVIDER OF SERVICE TAX ID NUMBER

Subscriber/Member ID number with pefix (when appropriate):

SUBSCRIBER'S NAME FIRST Mi LAST

PROVIDER OFFICE CONTACT PERSON

NAME TELEPHONE NUMBER

OTHER INFORMATION

COMMENTS:

LIST OF THE DOCUMENTS YOU ATTACHED:

PRIVACY STATEMENT

This document contains confidential information. Any disclosure, copying or distribution is prohibited.
If you have received this information in error, please notify the sender and destroy all copies.
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